Cholecystectomy: ironmasters and eggheads
To drain, or not to drain, that is the question: whether 'tis safer in the mind, to suffer the fears of leaking blood or bile; or to let in a sea of troubles, in form of ascending infection?
(Adapted from Hamlet Act 2 Scene 1)
Who would believe that such a simple surgical controversy would last so long? Beginning with the reports of the first cholecystectomy by Langenbuch in 1882 1 drains were considered necessary. Lawson Tait of Birmingham, an early cholecystostomist and master of aphorisms said 'when in doubt drain", An even more forcible American, Deaver, said 'the cemeteries are filled with patients whose gall bladders were removed without drainage". With such a warning it is perhaps not surprising that in the United States in the 1950s and 1960s it was estimated that 80-90% of surgeons routinely used drainage after simple cholecystectomy'. Nevertheless there have been dissenting views from this traditional surgical dogma; Spivack" considered that there was no need to drain a simple cholecystectomy, claiming that the concept was introduced in Germany in 1913.
In recent years there have been many other challenges to the surgical dictum about the necessity of drainage. There have been many retrospective reports purporting to show the uselessness of the routine use of postoperative drains; some appear to write with forked pen. Although Hartz and Hardy" have stated that routine drainage after cholecystectomy 'is indispensable' a more recent article by Johnson and Nozom? in Hardy's textbook of surgery stated that 'if the gall bladder is "dry" without bleeding or bile leakage, and if there has not been spilling of gallbladder or common duct contents into the intrahepatic fossa -then the abdomen may be closed without drainage'.
It seems that now the surgical world is as split as the centre parties of British politics. The surgical world is polarized into the two camps described picturesquely as the 'ironmasters' and 'eggheads' (Dawson-Edwards, unpublished). The ironmasters are those who do and who teach didactically, while the eggheads are those who think and question what they are doing usually trying to solve problems by randomized trial.
Among the ironmasters we might consider Johnstone and McCloud 8 who state that 'drainage should be provided as there may be leakage of bile from the cystic duct if the ligature slips [sic]'. Surely the ligature should not slip but perhaps theirs sometimes do as they recommend two Redivac suction drains normally removed after 48 hours. Ooppe'' is less didactic and harbors doubts: 'I suspect that routine drainage helps -because of the early recognition of an unsuspected injury to the biliary tract [sic]'. On the other side of the iron curtain in Czechoslovakia the fear of deviation from the party line is reflected in Niederle's textbook'? where it states 'in general we would not dare advise closing the abdomen without drainage after every simple cholecystectomy'.
From the egghead faction there have been a few prospectively randomized trials; one such was that of Truedson-! who could not find any advantage for drainage. Trowbridge 12 in a prospective, randomized series of 100 consecutive patients having cholecystectomy, found that postoperative fever was lower, the need for dressing changes was eliminated and hospital stay was shorter in patients who did not undergo drainage. No complications could be attributed to avoiding drains. In a further randomized prospective study in Bethesda of 300 patients, Budd et al. 12 compare a sump tube drain with no drainage after elective simple cholecystectomy. They found no difference in mortality or length of stay. However, in the drainage group there was a significantly higher incidence of wound infection and postoperative pyrexia due to atelectasis. They concluded that surgical drainage after every uncomplicated cholecystectomy is unnecessary and unwise. They did not have the courage to state that the same rule applied after any uncomplicated cholecystectomy.
The egghead view is supported in a well researched and well reasoned review article in the British Journal ofSurgery in 1985 14 • The authors considered that drainage after cholecystectomy increases the incidence of some postoperative complications and has economic disadvantages. They concluded that a drain can safely be dispensed with in the vast majority of cholecystectomy patients. They thought that on the basis of the scientific evidence available that most drains were superfluous if not harmful and also that the much feared complications of clinically significant intraperitoneal leakage of bile is extremely rare and that they are not automatically prevented by the insertion of a drain.
A recent study reported in this issue by Mellor et al. (p. 566)15 quotes many other protagonists and antagonists and provides further evidence in favour of the eggheads' cause. Their own study was small, but it was prospective, randomized and well controlled in the true British fashion. They were bolder than most and uncompromising in final sentence of their summary; 'drainage of simple cholecystectomy is unnecessary and, if an open drain is used, potentially dangerous'.
One wonders how soon the iron masters will abandon the method they were taught by their ironmaster chiefs and how soon the authors of didactic tomes will take courage from the evidence available and stop preaching the dangerous habit of drainageto be on the safe side.
The next move for the eggheads is to provide good prospective trial evidence that drains are unnecessary after complicated biliary surgery including duct exploration or operation for acute cholecystitis. When they provide such evidence many of us who are practising such heresy will feel vindicated. The National Health Service has now been in existence for over 40 years. During this period which has seen the advent of high technology surgery, both in investigation and treatment, clinical practice in the NHS has changed dramatically. The current structure of surgical training, however, is not very different from the days before the Beveridge report'. So far any change that has occurred has been merely a metamorphosis rather than a structured development.
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The only problem with metamorphosis is that the result is not always a butterfly.
To train is defined in the Oxford dictionary as 'to prepare for performance by instruction'. Surgical training must therefore not only instruct, but do so in an environment where performance is actually possible at the completion of an allotted period. The ever tightening constraints on surgical expansion, both fiscal and in association with modern technology, have been felt for many years. It is, however, only recently that any attempt has been made to 'achieve a balance'Vlf the current financial climate prevails, the number of surgical trainees requires to be reduced not just back to the level of registrar but right at source in terms of undergraduate numbers. It is politically unpopular to be seen to be reducing the numbers of doctors trained. Such a decision needs to be made however, and the medical schools themselves will need to exert pressure to restrict intake and thus maintain standards. In London this requirement becomes ever more necessary with the continued reduction in the number of cases available for undergraduate study and the fall in the number of surgical staff available to teach them. The service increment for teaching (SIFT) is thought by some to be over generous, particularly in the light of regional variation in costs, whereas others would argue that it denied them 25% of their excess expenditure on each student", The increment must be closely monitored and wherever the level is set, each teaching hospital has to maintain a balance between the economical provision of health care to the community and the number of undergraduates it is able to educate. It is preferable to produce a smaller number of well trained doctors than to insist on the maintenance of excessive numbers of inadequately prepared graduates.
The selection of undergraduates needs to be undertaken with considerable care and to this end, some form of interview process should be maintained. The profession's opinion of itself, and therefore that portrayed to potential undergraduates, is one based upon a fair degree of security and personal autonomy. In the future this may well become an elusive luxury. The type of undergraduate who would have fitted neatly the stereotype image of the doctors trained with our current tutors may well not conform to the role required in the future and therefore it is important to contemporize selection criteria. Following the completion of advanced level study at school no self respecting institution would be without 
